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The Recertification Survey was conducted
08/03/10 through 08/05/10 with no deficiencies
cited.
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A Life Safety Code Survey was initiated and
concluded on August 4, 2010, for compliance with
Title 42, Code of Federal Regulations, §483.70.
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition. No
deficiencies were identified during this survey.
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